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VILLAGERS’ USE OF AND PARTICIPATION 
IN FORMAL AND INFORMAL HEALTH SERVICES 
IN AN EGYPTIAN DELTA VILLAGE 


by Marie Assaad and Samiha El Katsha* 


The research upon which this report is based was conducted by the authors for the Social 
Research Center of the American University in Cairo with support from a Middle East Research 
Award in Population and Development (MEAWARD) from the Population Council, West 
Asia and North Africa Region. It was written up in June 1981. The following text is a summary 


of that report. 


INTRODUCTION 


In recent years, the literature on health care in 
the developing world has increasingly viewed 
traditional practitioners as having important 
roles to play, especially in the rural areas. 


@ Nevertheless, traditional and modern health 


care are invariably seen as separate systems, 
with the modern, “formal”, system tending to 
be depicted as paramount in validity and effec- 
tiveness. To date, little attention has been paid 
to the way in which the recipients of health 
care services regard these two systems, or 
whether in fact they share the outsiders’ 
analytic perception of two distinct systems. 


Rural Egypt is a particularly good setting for the 
study of villagers’ perceptions of traditional and 
modern medicine, for rural Egyptians have in 
many cases had access to both systems for 
many years. While this availability of modern 
medical care has coincided with what appears 
to be lessened reliance on some types of tra- 
ditional practitioners, such as herbal doctors, 
other traditional roles, such as that of the 
daya (traditional midwife), have continued to 
flourish, even during periods of government 
opposition. 


The present study was prompted by the re- 
peated observation that informal health care 
services offer more than simply physical care, 
and that the traditional practitioners are often 
more responsive to their clients’ perceptions of 
their own needs than is the public health care 
delivery system which operates at the village 
level. Consequently, the utilization of informal 
services by villagers is often greater than that 
of public health services. 


*During the period when this study was being carried out, 
Marie Assaad and Samiha El Katsha, the principal and co- 
principal investigators, were both Senior Research Assistants 
of the Social Research Centre. Mrs Assaad was also a CMC 
commissioner. Since then, she has resigned from the Com- 
mission and is currently serving as Deputy General Secretary 
of the WCC. 


This study examines the various types of 
formal and informal health care provided in 
one Egyptian delta village and the response of 
villagers to these services. Basically an ethno- 
graphic account of health-seeking and health- 
providing behaviour in the village, the study in- 
vestigates in depth the extent of complemen- 
tary and interchangeability among the services 
as reflected by the utilization behaviour of in- 
dividual villagers. Formal health care is here 
defined as all government-regulated health ser- 
vices, such as the government health units and 
maternal and child health clinics, private physi- 
cians and village pharmacies. Informal health 
care takes in the services of all other health 
care providers. 


A detailed series of research questions was 
drawn up prior to the study. These included the 
following: 


What is the predominant mode of health care- 
seeking activity? Does the villager make a choice 
between two discrete systems, or are formal and 
informal services merely components of one 
system of health care? Is there a pattern of pro- 
gression from one practitioner to another if the 
initial treatment fails to bring desired results? 


Does the demand for various types of service vary 
between different segments of the population? 


Is there any detectable change under way in the 
relationship between formal and informal health 
care services? 


What can the local authorities responsible for 
public health at various levels (governorate, coun- 
ty, village) do to make formal services more 
responsive to villagers’ needs? Can the com- 
plementarity among formal and informal services 
be productively enhanced? 


As well as studying the villagers’ health-seeking 
and health-providing behaviour, the study also 
attempted to gauge the villagers’ understand- 
ing of the causes of health and sickness and 
of how health is promoted and _ sickness 
prevented. 


Extensive baseline data on the village (popula- 
tion 6500 inhabitants) was collected and health 
care behaviour observed. This data was sup- 
plemented by information gathered through a 
structural interview schedule administered to 
a randomly selected sample of 100 women, 
100 men, 50 boys and 50 girls. 


The village was chosen as typical of Egyptian 
villages for its size. Most of the villagers live in 
mud-brick houses of one to six rooms. Potable 
water and electricity were introduced in the 
village in 1967. 80 percent of the villagers have 
electricity. 83 percent have private or joint toilet 
facilities, but only 4 percent have running 
water. There are four standpipes in the village. 
There is no system of garbage disposal or 
street sweeping. A canal is used for laundry, 
washing kitchen utensils and dumping garbage. 
There is a village council and a community dev- 
elopment society; three primary schools; a 
health unit which is located on the main road, 
one kilometre from the centre of the village; a 
commercial pharmacy; two private clinics and 
several private medical practitioners. The 
village is also served by a barber, three dayas, a 
zar (exorcist) troup and a bone-setter. There is 
no regular herbalist in the village. 


80 percent of the women in the survey are illit- 
erate. Their main tasks include housework and 
child care, looking after cattle, helping their 
husbands in the fields or selling food during 
market days. Of the men interviewed in the 
survey, 41 percent can read and write. The ma- 
jority (53 percent) are either farmers or work as 
agricultural labourers. 


Intestinal troubles, neonatal tetanus, pneu- 
monia and measles are common childhood 
diseases in the village. Of the 200 adult respon- 
dents in the sample, 68 (34 percent) reported 
losing a total of 90 children, 49 males and 
41 females, under the age of three years. In- 
testinal trouble is the major cause of death 
among children under three years of age. 


Due to labour migration of adult men to other 
towns, Cairo and the oil-rich Arab states, 
children are employed as agricultural labourers 
at high daily rates. A sick child, therefore, is an 
immediate economic loss to the family and 
medical attention of one kind or another is im- 
mediately sought. 


Carbohydrates are the basis of the villagers’ 
diet: bread, rice, potatoes, macaroni, fava 
beans and tamiya (bean fritters). Meat, poultry 
and fruits, though prized, are purchased only 
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on special occasions. Eggs and cream are oc- 
casional foods, but cheese, particularly the fat- 
free variety, is an important item of the daily 
diet. Fresh and pickled vegetables are eaten 
regularly. Strong highly sweetened tea is drunk 
several times a day. He/ba, a local beverage, is 
also popular, especiaily for new mothers, chil- 
dren suffering from diarrhoea and sick people 
in general. Samna or clarified butter is the 
preferred fat and tak/ia (onion, fat and tomato 
sauce) is the basis of most cooking. No special 
food is reserved for any member of the family. 
There is no special diet during pregnancy, but 
one is followed in the first seven days after 
delivery to regain strength. During the first 
three days of life, a baby is given slightly- 
warmed sugar water, he/ba, caraway or anise 
tisanes. Babies are nursed for twelve to twenty- 
four months. Cow’s milk or powdered milk may 
be used as supplements. 


Women using powdered milk boil the water, 
but most tend to dilute the formula. Cow’s milk 
is boiled and diluted with hot water or with rice- 
water if the baby suffers from diarrhoea. At 
eleven or twelve months, a child is offered 
other foods, while weaning usually occurs at 
the age of two when the child is gradually 
taught to share in the regular diet of the family. 


HEALTH PRACTITIONERS 
The Health Unit 


The ground-floor rooms of the health unit are 
occupied by an outpatient clinic, the maternal 
and child health service, the family planning 
service, two pharmacies, a_ laboratory, 
emergency and first aid services and a vital 
statistics bureau. In addition, there is a store- 
room, a reception room and bedroom for the 
officer on duty, an office for the clerk and a 
storeroom. The second floor of the building 
houses two apartments, one used as a doctor’s 
residence and the other by the midwife when 
on duty. Patients wait their turn in the open 
area around the clinic. The clinic is not as clean 
as it might be despite the presence of four 
handymen and three handywomen. 


The Health Unit is staffed by a general prac- 
titioner, two nurse-midwives, a nurse, a 
laboratory technician, a part-time health super- 
visor-inspector, three handywomen, © four 
handymen and three clerks. In addition, a 
health educator visits occasionally from the 
capital of the governorate. 


The general practitioner is responsible for man- 
aging the Unit, examining patients, supplying 
contraceptives, controlling the supply of 
medications and signing death certificates. In 
addition, he is expected to pay regular weekly 
or biweekly visits to the three public elementary 
schools and the preschool nursery but, in prac- 
tice, the visits are infrequent and consist of 
reviewing records. 


The nurse assists the doctor in the outpatient 
clinic, helping in dressing wounds, giving injec- 
tions, taking temperatures and sometimes 
handing out medications. She is responsible 
for giving children the Triple-T injection. 


The two nurse-midwives are responsible for the 
maternal and child health services, including 
keeping birth records, following up on mothers 
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Threshing wheat, carrying it for storage and fetching water are a few of the many tasks which are the responsibility of village 


women. 
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Women and children waiting their turn at an MCH clinic. 


and children for immunization and contracep- 
tive services and making home visits to follow 
up on deliveries by the dayas. 


Except for a handyman and handywoman, all 
the staff live outside the village and commute 
to work. 


Maternal and Child Health Services 


These are available twice a week during out- 
patient clinic hours. If the Unit has been 
informed of a new birth by the dayas or the 
vital statistics bureau, midwife and handy- 
woman make a postnatal visit. Immunization 
services are offered on one morning a week. 
Food is distributed six times a year or whenever 
it is available. It may consist of oil, yellow corn 
and cracked wheat and is usually given to 
mothers of children between six months and 
three years of age. On distribution days, there 
are usually 250 women waiting eagerly for the 
food. No nutrition lessons or practical demon- 
strations are given. 


Family Planning Services 


Family planning services are offered at the 
MCH section of the Health Unit. The doctor 
and nurse-midwives respond to requests as 
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they come. Women usually ask about family 
planning when they come fer treatment of their 
children. Pills and IUDs are the most widely 
known contraceptive methods. Despite a rela- 
tively high level of knowledge about family 
planning and contraception, however, the level 
of utilization of family planning services is low. 
While many women are eager to space their 
children or limit their family, fears about con- 
traception are aggravated by beliefs regarding 
side effects of the pill and the IUD. 


In view of the resistance among the villagers to 
family planning, it might be expected that the 
MCH section would make special efforts to 
provide villagers with information about the 
various contraceptives and allay their fears 
regarding family planning in general. The 
nurse-midwives have participated in several 
training programmes and have good knowledge 
of the various contraceptives available, in- 
structions for their use, and possible side ef- 
fects and contra-indications. Both are them- 
selves practising contraception and are pleased 
with the methods they have selected. 
However, neither they nor the doctor make an 
effort to share their knowledge, and neither 
formal nor informal programmes of family plan- 
ning education are being conducted. The 


‘women are thus left to their own resources, 


and the MCH staff offers minimal aid. 


The Outpatient Clinic 


This is open daily except Friday and official 
holidays from 8.30 a.m. to 1 p.m. Attendance 
usually ranges between 15 to 30 patients per 
day. A ticket costing 3 piastres (less than $ 0.01) 
entitles the patient to a check-up, laboratory 
analysis and medicines, and there is no further 
payment for follow-up visits. 


The doctor, when prescribing, says very little 
on the method of use of a drug, diet and health 
care measures. Many patients go to the out- 
patient clinic not for the sake of the medical ex- 
amination but for the free medicines. 


The Health Unit Pharmacy 


When medicines are distributed, instructions 
are quickly repeated and the patient is assumed 
to have understood. Medicines for the treat- 
ment of bilharzia, diarrhoea, asthma, colds and 
allergies are provided by a government store on 
a monthly basis. 


The Vital Statistics Bureau 


All births and deaths must be reported and re- 
gistered and the Bureau handles these. More 
births are generally registered through the 
Bureau than are on the MCH records. Three 
main causes of death among children are re- 
corded: pneumonia, intestinal trouble and 
“congenital deformity”. Several informants 
stated that there is an unwritten agreement 
that certain causes of death should not be 
recorded. Tetanus is one example, since re- 
cording antenatal tetanus would cause undue 
problems and investigations that might incrimi- 
nate Health Unit staff and dayas. Other causes, 
such as childhood diarrhoea and _ intestinal 
trouble, even though commonly recognized, 
can be recorded only up to an agreed-upon 
limit. The unwritten agreement is that recorded 
deaths per month should not exceed six. 


Health Inspectors 


There are two types of health inspectors: a 
nutrition assistant who supervises food stores 
and pediars, and another person who is respon- 
sible for fumigating houses and checking on 
latrines. The main task of the nutrition assistant 
consists of inspecting food stores to ensure 
health standards: cleanliness of place, equip- 
ment and foodstuffs and good ventilation. He 


regularly takes samples of water for analysis 
and checks on general cleanliness and sanita- 
tion. However, he has no solution for the prob- 
lems of stagnant water and garbage in the 
village and feels that it is impossible to enforce 
any of the sanitary regulations. Food store 
owners have effective ways of protecting 
themselves against what seem to them severe 
measures. Manure piled in heaps is a common 
sight in the village. Since fertilizers are expen- 
sive, they must be carefully guarded, and this 
means keeping them near the house. 


Health Educator 


The health educator's main task is to pay reg- 
ular visits to Health Units in the governorate 
and interpret their preventive and curative 
functions. However, his visits are not very fre- 
quent. Some units may not get visited more 
than twice a year. In his teaching, for example, 
about vaccinations or preventive measures or 
endemic diseases, the educator cites well- 
known rules but offers no practical suggestions 
on how to apply them. He sees his job as re- 
peating instructions, distributing pamphlets 
and posters and showing films and sees no way 
of discovering the effect of this information or 
following up on his teaching. 


The Health Visitor 


A health visitor is on duty one day a week for 
each of the village primary schools, which 
average around 1500 students. Her duty con- 
sists of inspecting all pupils during the morning 
assembly to detect health problems, common 
colds, skin diseases, ringworm, eye troubles, 
infected wounds and anaemia and to refer all 
complaints to the Health Unit. 


She must make sure that children in the first 
and fourth grades are inoculated against small- 
pox, diphtheria and tetanus. She is also re- 
sponsible for watching over food distribution, 
general cleanliness and sanitation. Each pupil 
is expected to receive half a loaf of bread, 
120 grams of cheese or 35 grams of ha/awa (a 
sugar and sesame paste) or 140 grams of 
pressed dates per day. Another task is to 
organize a health team in each school, consist- 
ing of two pupils from each of the six classes, 
whose task is to follow and promote health 
rules. 


In practice, the school playgrounds and class- 
rooms are relatively clean, but the toilets are in 
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a lamentable state and the food distribution 
takes place under unhygienic conditions. 


Private Doctors 


There are 15 private doctors in the village who 
charge 50-100 piastres ($ 0.7-$ 1.45) for clinic 
visits and 200 piastres ($2.90) for home visits. 
Only 5 percent of the doctors’ patients come 
from the village but “People who can afford it 
usually prefer a private doctor from the village 
to the doctor in the Health Unit, who is a 
stranger from another town or village.” 


The Commercial Pharmacy 


The commercial pharmacy is open daily and 
owes its success to its regular hours and the 
readiness of the pharmacist to respond to a 
variety of requests. It offers a choice of articles, 
including a wide range of baby-milk products 
and beauty products as well as medications, 
contraceptives and rehydration salts. It is clean 
and tidy and has running water and electricity. 
The pharmacist reports that ‘because of pover- 
ty, these villagers always desire a quick and 
cheap treatment which often takes care of the 
symptoms but not the causes.” 


The Megabaraty (Bone-setter) 


Bone-setters are popular figures in Egyptian 
villages and poor urban areas. The role is gen- 
erally inherited. A boy usually goes through a 
period of apprenticeship with his father and 
may not practise until after the father’s death. 


The bone-setter in this village lives on a small 
farm some three kilometres out of the village. 
He inherited his role from his father, who was 
known for his benevolent attitude. The son, a 
well-to-do farmer, charges according to the 
economic standard of the client and the extent 
of the injury. The bone-setter explains his entry 
into the profession as follows: 


“As my father grew older, he tried to instil in us a 
love for this vocation, which he considered as 
God's special gift to the family. He tried to impress 
on us the necessity to perform this duty as part of 
the family tradition. We resisted his pleas, but 
when he died, we had no option. We felt the 
pressure of the requests for this service and we 
had to comply.” 


He regrets the fact that doctors reject bone- 
setters as quacks. He admitted that he has 
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learned more about human bones since his 
son,.a medical student, began bringing them 
home. He feels committed to teach his skills to 
members of his family. Explaining the differ- 
ence between the medical profession and his 
own practice, he says: 


“| know nothing about internal troubles, nor do | 
ever attempt to prescribe any medicines. My 
special skill is recognizing the bone problem and 
providing the proper support and bandage. The 
secret is in knowing how to bandage. Even bone 
specialists do not necessarily know how to 
bandage.” 


The bone-setter can distinguish between frac- 
tures, sprains and dislocations. He knows the 
difference between simple and compound frac- 
tures and the average time it takes for a frac- 
tured bone to heal. He never uses plaster casts, 
depending on his skill in bandaging with gauze, 
elastic bands and splints. 


He refuses to treat patients who show signs of 
internal troubles or of hesitation. If he realizes 
their lack of confidence, he immediately advises 
consulting a doctor. He prefers to offer his ser- 
vices to the poor who believe in him, even if 
they cannot afford his small fees. 


Although the bone-setter’s services are re- 
jected by both the medical profession and the 
Ministry of Health, his clients are numerous, 
especially among the poor fe//ahin (peasants). 


The Barber 


The role of the barber, like that of the daya, is 
passed down in families. Traditionally, the 
barbers cut hair and shaved beards, but over 
time they began to provide first aid services, 
give injections and circumcise boys and some- 
times girls. Before the extension of govern- 
ment health services to the rural areas, the 
barbers issued birth and death certificates and 
reported deaths to the county health office. 


Until 1969, barbers were issued permits by the 
Ministry of Health. These permits had to be 
renewed every four years. In 1969, it was decid- 
ed that no new permits would be issued and 
since then even the barbers who originally had 
permits have ceased to renew them. 


The barber in the village we surveyed is a 
very popular and busy figure. He works as a 
nurse in the medical service of a weaving fac- 
tory and serves as barber when off duty from 


his job. People seek his advice for a variety of 
complaints. He even influences people on 
which prescriptions to follow and which to ig- 
nore. He is considered particularly skillful in 
dressing wounds, opening abscesses, circum- 
cising, extracting teeth, and in writing pre- 
scriptions for complaints such as headaches, 
influenza, fever, and diarrhoea. The young 
doctors believe that his income is higher than 
their own. 


The barber describes his role in the village as 
follows: 


“Because of the nature of life in rural areas and the 
conditions of work in the field, many people are 
wounded while working. They immediately come to 
me to dress their wounds and decide if the wound 
is so deep that complications may result. If so, | 
advise them to consult a doctor. People also come 
to me when they suffer from any dental problems. 
As we have no dentists in the village, | usually ad- 
vise painkillers or penicillin injections until they are 
able to go to town to see the dentist. However, | 
never give penicillin unless | am sure the patient is 
not allergic to it. | test him by administering a small 
dose and observing his reaction. 


“Many people bring their sick children for prelimin- 
ary diagnosis. | measure temperature and try to 
diagnose the case. If | see that it is mild, | advise 
treatment, but if | feel it is beyond my scope, | refer 
them either to a private doctor or to the Health 
Unit. Even those who go to the doctor return for 
my advice on the prescriptions. When | see that 
the doctor has prescribed too many antibiotics or 
given very strong doses, | advise them against the 
treatment, and they usually trust me. | have to 
repeat instructions to make sure they understand, 
as they often do not understand what the doctors 
tell them.” 


The barber has seen many cases of serious 
problems resulting from the patients’ not 
understanding what they are told by the doc- 
tors. 


The Daya 


Despite the fact that governmental policy con- 
cerning the dayas, or traditional midwives, has 
undergone several major changes in recent 
decades, and their activities have been illegal 
since 1969, it is now estimated that 10,000 dayas 
continue to practise in both urban and rural set- 
tings in Egypt. Several recent studies show 
that at least 80 percent of deliveries among the 
urban and rural poor are carried out by dayas, 
and that the dayas perform a variety of other 
functions that render them indispensable to 
their communities. 


The village is served by three dayas, of whom 
one — Zeinab — is by far the most active. Prior 
to 1969 when governmental policy concerning 
the dayas changed and their activities became 
illegal, the Ministry of Health offered a nine- 
month live-in’ course of practical and 
theoretical training to dayas selected by each 
town’s MCH service. Zeinab’s mother was ad- 
vised by the village barber to send her for this 
formal training. 


The lectures covered diseases such as typhoid, 
post-delivery fever, typhus and whooping 
cough, pre- and postnatal haemorrhage, com- 
plicated deliveries and hospital referrals. Prac- 
tical training began with deliveries onadummy, 
complete with baby, placenta and cord, so that 
the dayas could learn the various positions in 
the womb. The training emphasized cleanliness 
and the correct use of disinfectants. Zeinab 
was taught to keep her nails cut, to scrub her 
fingers with a brush, and to disinfect her hands 
with alcohol. She learned to cleanse the 
women with water and disinfectant, to safe- 
guard against infection, and to boil her instru- 
ments. The dayas were also cautioned against 
inducing dilation by means of soap and oil and 
with weeds that might cause serious infec- 
tions. She learned of the importance of urine 
analysis, particularly testing for albumin which, 
according to Zeinab, could cause complications 
leading to death if untreated. 


In spite of all these benefits of formal training, 
Zeinab says that it was her mother who gave 
her the most practical advice. She showed her 
how to treat each case as an individual and to 
view each woman as a person with special 
needs. Above all, she reminded her that in 
cases of complicated delivery she should im- 
mediately call the maternal and child health ser- 
vice and never shoulder such responsibility 
alone. 


Following the nine-month course, the dayas 
were asked to return for refresher courses for 
one month each year. Nurse-midwives paid 
regular monthly visits to the village to supervise 
their work and inspect their instruments, which 
were provided by the Ministry of Health. 


All of the health practitioners in the village, 
both formal and informal, agreed that the 
dayas fulfil many important functions in the 
village. In addition to taking care of all 
deliveries, they take care of mother and child 
until the fortieth day after birth. They prescribe 
treatment for those complaining of delayed 
pregnancy or infertility, assist women in induc- 
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ing abortion, circumcise girls, prepare brides 
for their wedding nights and supervise deflora- 
tion. 


Village women feel that the daya is available 
whenever they need her, at any time of day or 
night, and that the daya is able to share with 
them their joys and sorrows, comforts and 
pain. Zeinab is so much trusted and respected 
that villagers go to her seeking all manner of 
advice. She is able to distinguish between ail- 
ments which require medical treatment and 
those which can be dealt with by home rem- 
edies. Pregnant women ask for advice on when 
their babies are due and mothers seek help with 
their newborns. She is an important source of 
news and entertainment and a disseminator of 
information on personal and public events. 


The Zar Troup 


The zar along with its simplified form, the daka, 
can be viewed as a traditional form of therapy 
for complaints which may be psychological in 
origin. The daka (literally, “the beat’) is the 
form of the zar normally practised in the village. 
It is performed by three players, a woman and 
two men. The woman plays the drum and ac- 
companies the men in singing. The daka is held 
after evening prayers in the home. The troup is 
usually offered dinner and the ceremony lasts 
three or four hours. 
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The players and the people who come to par- 
ticipate in the daka believe that illness is caused 
by spirit possesion and that the songs and 
beats of the daka exorcise or pacify these 
spirits. For each person, a special beat must be 
found. Mustapha, one of the two men players, 
describes the process of locating the beat for 
a particular person: 


“It is not always easy to recognize the tune that 
stimulates the desired response. Sometimes | have 
to go through the whole range, which may take 
three or more days before | can detect the ap- 
propriate daka. | have to be very attentive and 
perceive every little reaction or response. Once | 
discover the specific beat which releases the per- 
son’s tension, | have to remember it and play it at 
each occasion.” 


A woman who regularly attends the daka per- 
formance in the village explains that she suffers 
from all manner of aches and pains and has 
tried several doctors and medicines to no avail. 
Only the daka has helped her, so she follows 
the troup wherever it performs. She believes 
that she is possessed by many spirits, some of 
which are more demanding than others. 


Before participating in the daka, each woman 
removes her outer robe and comes to the cen- 
tre of the room to begin her movements as 
soon as she hears her beat. Each performance 
lasts from 20 to 45 minutes. Movements and 


expressions vary from one person to another. 
Some are more vehement than others, some 
more expressive of deep frustration and grief. 
All the participants seem to accept the vehe- 
ment and seemingly tragic performances as 
natural behaviour. 


In addition to the cathartic power of the songs 
and beats, the daka provides an important 
social occasion when women get together to 
build a solid community of support. They 
exchange experiences and information and 
have fun together. 


HEALTH CARE FOR WOMEN 
AND CHILDREN 


Health care for children in the village is obtained 
from a variety of practitioners, including the 
Health Unit MCH service, the dayas, private 
physicians and the barber. Decisions as to 
which practitioner to consult are made chiefly 
by women, the mothers of the children needing 
treatment, and women’s role in maintaining 
health in the village is thus critical. 


Maternal and Child Health Service 


Although the MCH services described above in 
principle cover gynaecological, prenatal, post- 
natal and family planning services for mothers, 
as well as providing immunizations for children, 
only the immunization programme is used 
extensively by villagers. Nearly all deliveries are 
carried out by dayas and the nurse-midwives, 
none of whom live in the village, are consulted 
only when there are complications. 


The nurse-midwives provide the daya with for- 
ceps, scissors, string, cotton, talcum powder 
and gauze, conditional on her agreement to fol- 
low hygienic instructions. They have urged her 
to persuade women to visit the MCH for pre- 
natal care and to come to the unit after the deli- 
very for postnatal care. 


The midwives and the doctors are happy that 
they have reached an understanding with the 
dayas as to the handling of deliveries in the 
village. 


The nurse-midwife visits mother and child after 
delivery. These visits are carried out in the 
morning, three or four times a week or on 
request. Two or three homes are visited each 
morning. On a typical visit, the nurse-midwife 
will examine the newborn’s navel to make sure 


the daya has done a proper job, powder the 
body and clean the eyes, ask the daya whether 
she has cleaned the mother properly, suggest 
that the mother report to the Unit immediately 
after the seventh day to take an injection. This 
is the antitetanus injection, but she avoids 
mentioning the name for fear of a negative 
reaction. The villagers believe that mentioning 
the disease is a bad omen. The nurse-midwife 
then records the name of the child, father’s and 
mother’s names, date of birth and asks the 
father to take this record to the Unit for regis- 
tration, keeping a copy for her own records. 


immunization Service 


Health regulations require that children be 
immunized against tuberculosis between the 
ages of 40 days and one year, against smallpox 
between 40 days and three months, measles at 
9 months with a booster at 18 months. polio at 
3 months, and take the Triple-T injection at 
4 months, with boosters at 6, 8 and 18 months. 
Health Unit staff reports and field observation 
show a rather high level of conformity with the 
regulations. There is a problem with keeping 
the serum refrigerated, due to constant break- 
downs in electric power. 


Very few women report to the MCH for pre- 
natal care, and even these tend to reject the 
antitetanus injection. 


Health Care by the Dayas 


Zeinab begins watching over pregnant women 
from the seventh month. When a woman is 
ready to deliver, she often spends as long as 
24 hours at her side, monitoring the dilation 
and providing encouragement and comfort. 
Zeinab says she sends for the MCH service per- 
sonnel just before the baby arrives, but that 
they often arrive after the delivery is over. She 
cuts the umbilical cord and ties it, disposes of 
the placenta and cleans the mother. She mas- 
sages the woman’s stomach for half an hour in 
order to allow big clots of blood to come down 
and ease the woman’s pain. A knife, a loaf of 
bread and some salt are laid beside the new- 
born baby, the knife to symbolize the sharp ins- 
trument used for cutting the cord and the 
bread and salt symbolizing life. 


Zeinab admits that she cannot always insist on 
antiseptic conditions. If it is possible, she 
insists on boiling instruments and scrubbing 
her hands, but sometimes she must ignore the 
Maternal and Child Health instructions and 
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make do with what she has. She believes that it 
is this flexibility which makes her so popular 
with the villagers. She keeps all the equipment 
provided by the MCH service in a small plastic 
box which she carries with her on call. In 
return, she reports all deliveries to the service, 
tries to conform with instructions on antiseptic 
measures and encourages the women to go to 
the service for prenatal and postnatal care. In 
cases of complication such as haemorrhage or 
any abnormality, she refers women to the 
Health Unit. 


Zeinab accepts whatever payment is offered 
her, in either money or in kind. She says that 
she would fear God’s punishment if she did not 
respond to the calls of the poor before those of 
the rich. 


Female Circumcision 


Female circumcision is a universal practice in 
the village. Not a single member of the sample 
we took was uncircumcised, nor had any per- 
son interviewed ever heard of an uncircum- 
cised girl in the village. Girls are generally cir- 
cumcised between the ages of five and nine. In 
most cases the circumcision is performed by 
the daya, but Zeinab denies that she performs 
this operation. She is under the impression that 
female circumcision is forbidden by law. 


The Sebou’ Celebration 


The sebou’ is an important traditional cer- 
emony by which the child is introduced to 
society and the mother reintegrated into the 
community. 


Held on the seventh day after the birth, the 
sebou’ rituals include the mother’s stepping 
over burning incense seven times. Several 
names are selected for the newborn, and cand- 
les carrying those names are left burning all 
night. The candle that burns the longest deter- 
mines the child’s name. At this time, the child 
is first bathed and changed, shaken in the 
ghorbal (traditional sifter), and introduced to 
the noises of the world. Sweets and nuts are 
distributed, and noukout, or gifts of money, 
are offered to the mother and to the daya. 


A simpler form of this ritual is still being cele- 
brated in the village in which the daya con- 
tinues to play the dominant role. 
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The Wedding Night 


Preparing the bride for her wedding night is 
one of the important functions of the daya. 
Zeinab describes her role in the ceremonies as 
follows: 


“The bride is our responsibility. We assist her in 
her bath, dress her up, comb her hair and cover it 
with the veil. If she is too poor to have a pretty 
dress and veil, we borrow them for her. We 
accompany her and her furniture in a wedding pro- 
cession from her home to her bridegroom’s home. 
We lead the singing and the cries of joy. 


“We wait for the bridegroom to arrive and assist 
him in breaking the hymen. We receive the blood 
in a piece of white material and show the blood- 
stains to the family, friends and neighbours to 
prove the girl's virginity. We rejoice and sing when 
the proof is shown.” 


Zeinab describes the importance of the virginity 
test as follows: 


“This public manifestation of the girl’s virginity is a 
vital protection to the bride and her family. This is 
especially vital when it is known that the girl has 
been working away from home and the parents are 
thus anxious to have public proof of her virginity.” 


Since the daya holds the key to such an impor- 
tant factor in family life, one can easily under- 
stand the extent of her power and influence 
over people’s lives. She has the power to 
redeem or condemn, to reveal or camouflage. 


Delayed pregnancy—not getting pregnant 
within six months of marriage —is a’threat to 
any young wife, who seeks help first from the 
daya or the sheikh. They may recommend and 


prepare a sufa—a piece of cotton impregnated € 


with various ingredients such as saffron, helba 
or glycerine, or a more elaborate formula. The 
wife must wear the sufa for three days at the 
end of her menstrual period and then sleep 
with her husband. In addition to the sufa, the 
dayas may recommend other formulas or rites. 


In addition to studying the health-seeking and 
health-providing behaviour in the village, the 
study also focused on how the villagers under- 
stand the causes of health and sickness, how 
health can be maintained and sickness avoid- 
ed. They were asked about their normal diet 
and how they perceived the relation between 
nutrition and health, how they managed sick- 
ness at home and to whom they went if home 
remedies failed. 


Almost all respondents agreed that good diet, 
personal hygiene, physical exercise, regular 


7) Bone trouble 


Disease Cause 


Home treatment offered 


Childhood 


Intestinal trouble = Eating/drinking polluted food/drink; 


catching a cold; breastfeeding from a 


tired hot & upset mother. 


Measles Not known; unavoidable. 


Loss of weight and Malnutrition 
general weakness 


Adult 

Bilharzia Bathing in and drinking polluted canal 
water, eating unwashed vegetables. 

Pneumonia Exposure to extreme heat and cold; going 


out in the open when sweating and lightly 


clothed. 


Falls and accidents 


Eye trouble Lack of cleanliness 


Tooth trouble 
hot & cold drinks simultaneously. 


sleeping hours and immediate treatment of 
illness were sure ways to good health. While no 
respondent mentioned special foods to en- 
hance health, the majority said that clean food 
was important. Many women believe that 
drinking hot beverages in the morning, as well 
as a spoonful of honey or molasses, or boiled 
guava made them fit. 


The causes of death of their children as report- 
ed by their parents were consistent with the 
reports of medical practitioners. Only a very 
small percentage either attributed the deaths to 
the will of God or said they they did not know 
the cause. 


The table above summarizes the villagers’ 
responses to questions regarding the causes of 
some common diseases and the home remedies 
used to treat them. For most of these diseases, 
a majority of villagers reported going first to the 
Health Unit if home treatment failed (although 
in the case of bone troubles, their first choice 
was the bone-setter) and, as a second resort, 
to a private doctor. The exceptions to this rule 
were in the case of persistent weakness in a 
child, in which case the second resort was the 
pharmacist, and for tooth troubles when the 
villagers were equally divided between the 
merits of the barber, the pharmacist or the den- 
tist as a second resort. 


Not cleaning teeth after eating; drinking 


Milk (including breastmilk) is stopped, herbal teas 
and rice water are offered and antidiarrhoeal medi- 
cines purchased at the pharmacy are administered. 


Child kept in the dark, dressed in red clothes, fed 
honey or molasses, eyes lined with kohl to protect 
from inflammation. 


Eating nutritious food especially eggs, cheese, 
butter and foods rich in vitamins. 


Preventive only. 


Drinking hot liquids; cough syrup & aspirin; warm 
chest poultices; inducing sweating. 


Bandaging with wool soaked in oil, hot water or 
bran and supporting with a splint. 


Proper cleaning, administering eye drops and oint- 
ment. 


Painkiller, gargling with mouthwash made of tea & 
alum or boiled guava leaves. 


WHO Photo/P. Boucas 


Drinking or bathing in polluted water is a main cause of 
intestinal infections and bilharzia. 


CONCLUSIONS 
AND RECOMMENDATIONS 


The foregoing indicates that the villagers tend 
to take an eclectic approach to health care and 
the treatment of disease. Although the inhabi- 
tants of the village have access to modern 
medical care and avail themselves of the ser- 
vices of the Health Unit and the private practi- 
tioners in the village, they continue to utilize 
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the informal system of health care as well. The 
decision on which practitioner to consult is 
based on the particular ailment involved and its 
gravity as much as on personal preferences for 
one type of practitioner over another, and 
under some circumstances a variety of types of 
practitioners may be consulted simultaneously. 


When simple ailments are involved, villagers 
use home remedies or painkillers for treat- 
ment, seeking outside help if such treatments 
do not produce a cure. In treating an abscess, 
for example, many cover the affected place 
with a poultice of ha/awa (a rich sweet) and 
onion skin. If this is not effective, they get an 
ointment from the pharmacy. The next step 
may be a visit to the health barber for lancing 
the abscess. If all such measures fail, some go 
to the hospital in town and others to the Health 
Unit. 


The daya has no competition in the area of de- 
livering babies and preparing brides for their 
wedding nights. The majority of the villagers 
turn to the bone-setter for dealing with frac- 
tures and other bone trouble. The barber is 
the practitioner of choice for circumcision of 
boys, treating of minor eye infections, pulling 
of teeth, opening of abscesses, giving of injec- 
tions, and provision of first aid. For psycholog- 
cal disturbances, villagers seek out the zar 
troup. 


On the other hand, most villagers consult the 
Health Unit for treatment of children, in the 
case of bilharzia, severe colds with fever, skin 
rashes, severe diarrhoea and when urine or 
stool analyses are needed. Free medication at- 
tracts a number of villagers to the Health Unit 
as well. In general, private doctors are con- 
sulted only if treatment by informal practi- 
tioners and/or the Health Unit has failed to pro- 
duce the desired results. 


While the informal practitioners frequently re- 
commend that villagers with serious ailments 
visit the Health Unit, these patients neverthe- 
less often return to the original practitioner for 
supervision and approval of the treatment pres- 
cribed at the Unit. Such evaluation of treat- 
ment plans is also offered by laymen, who are 
frequently very well-informed about medical 
care. 


Thus, the villagers are not simply passive re- 
cipients of health care services. Rather, they 
take as active a role as they can in monitoring 
and evaluating the care provided them and do 
not hesitate to seek second opinions. While 
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particular practitioners are seen as especially 
skilled in the treatment of various ailments, 
there appears to be no conceptual distinction 
between traditional and modern practitioners in 
terms of efficacy, or even consciousness of 
two distinct systems of health care. 


Women and Health Care 


In the village, women bear the primary respon- 
sibility for family health. They oversee the feed- 
ing of infants and children, obtain and adminis- 
ter medication to sick children, and make the 
decisions about when and where to seek medi- 
cal care. Considering the importance of their 
role in attaining and maintaining health, it is 
clear that they must be the focus of attention in 
any attempts to upgrade the standards of 
health care in the village. 


By and large, these women are illiterate, and _ 
thus health care programmes need to be 
designed to help increase their awareness of 
and integration into their daily routines of 
measures for preventing illness. Although the 
majority of the women interviewed for this 
study were aware of the causes of the major 
childhood diseases in the village, they do not 
take appropriate measures to prevent these 
diseases. For instance, the majority know that 
eating dirty food or drinking dirty water may 
cause intestinal trouble and diarrhoea in 
children, and that flies contaminate food and 
drink. However, at the same time as a woman 
explains this causal relationship, her child may 
be eating food that is covered with flies and she 
will not interfere. Relatively simple hygienic 
measures would make a great difference in 
terms of levels of child morbidity and mortality, 
but clearly, educational programmes to date 
have not been sufficiently persuasive. 


Recommendations 


The villagers continue to rely very heavily on 
the services of traditional health care providers. 
The role of the daya is particularly significant, 
with 99 percent of normal deliveries being con- 
ducted outside the formal health care system. 
The Ministry of Health policy of no longer 
licensing dayas after 1969 has not had the 
desired result of leading the villagers to rely on 
the nurse-midwives at the Health Unit for deliv- 
ery services. Clearly, this is because the vil- 
lagers feel more at ease with the daya, who is 
herself a villager and understands the needs of 
the village women thoroughly. 


It is advisable for the formal health system to 
recognize the informal health practitioners, 
deal with the informal system as complemen- 
tary rather than competitive, and attempt to 
improve the quality of medical care offered by 
informal practitioners through appropriate 
training courses. The unofficial policy adopted 
by the nursing staff at the Health Unit of 
cooperating with the daya in ‘return for her 
adherence to basic hygienic practices and with 
the system of birth registration is a step in the 


right direction. The standards of health in the 
village would be much increased if the dayas 
again received formal training, as before 1969. 
If they were also trained as promoters of family 
planning, they might become the most influen- 
tial members of their local societies in terms of 
spacing children and limiting family size, and 
thus could play an even more important role in 
the lives of village women as well as contribut- 
ing to national programmes for raising health 
standards aid controlling population. ws 


CMC NEWS 


HEALTH, HEALING AND WHOLENESS 
@' THE PACIFIC 


In spite, or perhaps because, of the great cul- 
tural, economic and political diversity of the 
region, the recent CMC Pacific Meeting on The 
Christian Understanding of Health, Healing and 
Wholeness held in Madang, Papua New 
Guinea, from 23-29 October 1981, was charac- 
terized by a wholehearted effort to discover 
common ground: “the Pacific way”. Some 
fifty-five participants — doctors, nurses, health 
and social workers, pastors and chaplains, 
traditional healers, administrators of church- 
related health services and of church councils 
and government officials from sixteen countries 
in the Pacific including Australia and New 
Zealand came together in the seven-day 
meeting which was sponsored by the Christian 
Medical Commission of the World Council of 
Churches, hosted by the Churches’ Medical 
Council of Papua New Guinea and supported 
by the Pacific Council of Churches. 


Two recurring themes of the meeting were: 

— the importance of traditional medicine in 
Pacific culture and the questiors raised by 
these beliefs and practices for Christians in- 
volved in the healing ministry; and 

— economic and social injustice in the Pacific, 
its roots and effects on the health and 
wholeness of Pacific people; the special 
problems of Australian Aboriginals and New 
Zealand Maoris; and how the church should 
exercise its healing ministry in this context. 


Traditional Healing and Modern Medicine 


While there were some differences between 
the participants on the degree to which tradi- 


tional medicine is compatible with Christianity 
and with Western medicine, most participants 
were in favour of pursuing a deeper under- 
standing of traditional systems in the light of 
biblical/theological perspectives and a concern 
for health and wholeness. Many advocated 
that traditional medicine be left to develop in- 
dependently as an alternative system, while 
others hoped that the two systems will eventu- 
ally merge, since “God works in both and both 
are imperfect”. A pastoral approach which 
respects human needs and cultures and offers 
people the fulness of life in Jesus Christ as well 
as a response to their emotional and spiritual 
needs, was recommended. 


The Church and Social Justice 


The meeting struggled with the issue of how 
the churches — allied in the past with the col- 
Onial powers in exploiting the Pacific nations, 
and bearing a large burden of responsibility for 
the depreciation and destruction of Pacific cul- 
tures—can best make amends. Because the 
Pacific is predominantly Christian and the chur- 


_ches have strong educational and health infra- 


structures, pastors have excellent potential as 
agents of change. Engaging in Biblical/theo- 
logical reflection on the pressing economic/ 
social/political/ cultural issues of their particular 
situations; conscientizing people (for example, 
on the economic power today being wielded 
by transnational corporations and _ national 
governments in their service, which _per- 
petuates economic/social injustice); exerting 
pressure on government and churches to make 
the structural changes required for greater 
justice; in Australia and New Zealand, support- 
ing the Aborigines’ and Maoris’ struggles for 
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land rights and _ self-determination; making 
recommendations to Pacific governments on 
how best to plan and develop Primary Health 
Care (PHC) within the region, were some of the 
suggestions made on how the churches can 
fulfil their commitment to social justice. 


Primary Health Care was seen as an ap- 
proach whose aim is to make essential health 
care accessible to families through community 
participation, to promote self-reliance in all 
aspects of community and family life. As an ap- 
proach, it can vary in different settings; it may 
also mean socioeconomic activities rather than 
strictly health measures. The importance of 
finding local structures which allow villagers to 
take responsibility for their own health by 
determining their own felt needs, take deci- 
sions and implement policies, was stressed. It 
was noted that PHC is not cheaper than hos- 
pital-based curative medicine, but reaches 
more people, is more cost-effective and pro- 
motes self-reliance. The need for intersectorial 
and church-state cooperation in PHC and for 
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The 1982 programme at the Bossey Ecumeni- 
cal Institute has now been finalized and com- 
prises the following courses and meetings: 


January & February 
Second part of the 30th session of the 
Graduate School of Ecumenical Studies: 
“Created in the Image and Likeness of 
God”. 


25 March-3 April 
“Local and ecumenical 
Worship” 


5-18 April 
“Orthodox Theology and Spirituality” 


8-18 June 
“A Community in which All are called to 
participate” 


20-29 June 
“Education for effective Ecumenism” 


1-15 July 
“Perspectives on Vancouver: conflicting 
Understandings of Life” 


Dimensions. of 


secondary (support) health services were also 
emphasized. 


Health, Healing and Wholeness 


The group found the WHO definition of health 
as a “state of complete physical, social and 
mental wellbeing and not merely an absence of 
disease or infirmity” inadequate and felt it 
should be expanded to include spiritual well- 
being. Health is being at peace with oneself, 
with the family, neighbours, nature and God. 
The group stressed the importance of meeting 
basic needs for water, food, housing, security 
and equal rights. Healing and sickness are a 
family affair. Wholeness of the family is impor- 
tant for the wholeness of the community. A 
community where individuals have right rela- 
tionships, are aware of others’ rights and ac- 
cept others can become a healing community. 
Healing is a process of restoring right relation- 
ships. Health and wholeness is possible in a 


multicultural society if the cultural diversity is — 


accepted and there is mutual respect. 


NOTES 


15 October -28 February 1983 
31st session of the Graduate School of 
Ecumenical Studies: “Jesus Christ— The 
Life of the World” 


The prospectus of these courses, detailed 
information on individual meetings (content, 
course leaders, cost) and information on the 
possibilities of financial assistance are available 
from: 


Programme Secretariat 
Ecumenical Institute 
Chateau de Bossey 
CH-1298 Céligny (Vaud) 
Switzerland 


Mee eS 


A newly-formed group, based in the Nether- 
lands — the Intermediate Technology Infor- 
mation Ring — is eager to make contact with 
people working in ophthalmology in developing 
countries. The group seeks information on ad- 
vances and discoveries in intermediate tech- 


nology in ophthalmology and ophthalmological 
surgery, on training of auxiliaries in this field, as 
well as suggestions about problems to be at- 
tacked, failures as well as successes. The 
group is already sharing this kind of information 
through its ITIR Newsletter. CONTACT readers 
interested in receiving the newsletter and/or 
contributing to it are invited to write to: 


A.R. Rosbergen-de Vries 
Vordensebeek 54 

8033 DG Zwolle 
Netherlands 


or 


Dr Worst 
Julianalaan 11 
9751 BM Haren 
Netherlands 


9 The newsletter comes out in English only for 


the moment, but information, comments and 
questions in French and German are welcome. 
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THE EXPERIENCE OF SETTING UP 
A RICE BANK IN EASTERN JAVA 


The vicious circle of farmers being forced by 
poverty to sell their grain crop immediately 
after harvesting it, when market prices are at 
their lowest, only to find themselves a few 
months later with empty food stores and the 
need to borrow at high interest rates to see 
them through until the next harvest, when they 
must again sell immediately to pay off debts 
and meet other pressing needs, is one which is 
found in many parts of the Third World. 


The story of how a rice bank was set up in a 
farming village in Eastern Java in an effort to 
break this circle has recently come to our atten- 
tion*, and we believe that many of our readers 
will find it interesting as an example of how a 
specific problem can be analysed and simple 
but effective corrective action taken at the 
community level. The experience is not unique; 
similar attempts with seed banks have been 
tried with good results in other places. The 
relevance of such efforts in the struggle to im- 
prove nutrition and promote health need not be 
emphasized. | 


*“The Rice Bank and New Hope”, VIBRO No XXIX, Septem- 
ber 1981. 


The specific aims of this scheme were to buy 
rice at the time of the major harvest when the 
market is oversupplied, at prices slightly higher 
than those offered on the open market. The 
rice is then stored until prices increase, when it 
is sold at a profit. The farmers who sell their 
rice to the bank then obtain a refund, after 
storage and administrative costs have been 
deducted and a certain percentage retained by 
the bank for future growth. 


Since the organizing committee felt it was im- 
portant to avoid the hostility of the two local 
rice-buyers, the rice was purchased on its 
behalf by these buyers, who were able to earn 
a 10% profit. A ceiling was set on the amount 
of rice which each farmer could sell to the bank 
which would give as many farmers as possible 
the opportunity to sell and prevent the wealthy 
farmers from monopolizing the bank. 


The rice purchased was sold five months later 
at a 30% profit. Approximately 50% of this 
profit was refunded to the farmers in proportion 
to the amount of rice stored in the bank. These 
refunds, though small, were distributed at a 
time when food was scarce and interest rates 
on loans very high; they were thus dispropor- 
tionately useful at that time. 


The success of this effort can be gauged by the 
fact that several farmers who sold far less than 
the maximum amount to the bank the first time 
sold the full amount the second time and were 
prepared to thoroughly dry their rice first to 
prevent shrinkage and to transport it them- 
selves to the storage shed. The organizing 
committee felt that there were already some 
signs that the debts which seemed to be 
always haunting poor families had become 
less. They hoped that, if the endeavour con- 
tinues to develop and is tied in with other 
economic efforts, such as low-interest credit, 
the future of many families will be a little 
brighter. 


The question remains as to how to raise the 
necessary capital required to make the first pur- 
chase of grain, or to construct an adequate 
storage facility if none such exists. To answer 
this question, the possibilities of an organized 
group of villagers negotiating a bank loan, of 
voluntary contributions and/or fund-raising ac- 
tivities by the villagers, of the use of other 
funds such as health insurance funds, and of 
the role of agricultural cooperatives all warrant 
investigation. 
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NEW PUBLICATIONS 


Still a great need in many parts of the world is 
better sanitation and hygiene. This need is cur- 
rently being highlighted as a priority area for 
health and development work by the United 
Nations, which has declared the ‘80s as the 
International Water and Sanitation Decade. In 


this context, we shall be passing on to our — 


readers information on relevant publications, 
projects and approaches in this field as we 
learn of them. Two helpful publications which 
have appeared recently are: 


Rural Sanitation: Planning and Appraisal 


An OXFAM document by Arnold Pacey. 
1980 68 pages 


This booklet is written for hospital staff and 
community development workers in Third 
World countries who may be planning pro- 
grammes to improve sanitation or hygiene in 
the rural areas. It examines two important con- 
cepts which are not often discussed in the con- 
text of sanitation: the appraisal of a particular 
rural community’s skills, resources and needs; 
and the planning of village-level technical 
assistance to support health education. 


This is the third in a series of booklets on social- 
ly appropriate technology and one of its pur- 
poses is to discuss the relationship between 
technology and social organization. 


Price: £ 1.95 (surface mail costs included) 
£ 2.10 (airmail costs included) 


Inquiries and requests should be addressed to 
the publisher: 


Intermediate Technology Publications Ltd. 
9 King Street 
London W2/UK 


or, for readers in the USA or Canada, to: 
Intermediate Technology Publications 
Office 
PO Box 337 
Croton-on-Hudson, NY 10520 
USA 


Environmentally Sound Small-scale Water 
Projects. Guidelines for Planning 


A CODEL Publication by Gus Tillman. 
1981 141 pages 


This booklet has been written for community 
development workers in developing countries 
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who are not technicians in the area of water 
resources. It is meant to serve as a general 
guide when planning environmentally sound 
small-scale water projects, that is, projects 
which protect and conserve natural resources 
in a manner which allows sustainable develop- 
ment to take place. Sources of more detailed 
and specific information are listed in the text. 


Price: US$ 5.50 single copies 
40% discount for 5 or more copies to 
private voluntary organizations. 


Inquiries and requests should be addressed to 
the distributors: 


VITA 

3706 Rhode Island Avenue 
Mt Rainier, Maryland 20822 
USA 


Readers are also reminded of the availability of 
extra copies of CONTACT No. 52 (August 1979) 
whose theme was Safe Water — Essential to 
Health. Requests for this issue should be ad- 
dressed to: 


Christian Medical Commission 
World Council of Churches 

150 route de Ferney 

CH-1211 Geneva 20, Switzerland 
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Food for Thought. The Use and Abuse of 
Food Aid in the Fight against World Hunger 
by Jonathan Fryer 1980 54 pages 


This booklet presents the complex subject of 
food aid in the form of a discussion of the 
underlying causes of world hunger and of such 
issues as food power and the role of transna- 
tional corporations in agribusiness, food aid in 
relation to disincentives in local agriculture, 
food surpluses, self-sufficiency in food produc- 
tion, marketing and purchase, land reform and 
emergency food aid. 


The World Council of Churches Commission 
on Inter-Church Aid, Refugee and World Ser- 
vice (CICARWS) requested the author to pre- 
pare this document in order to enable the chur- 
ches and other groups and institutions con- 
cerned with the problem of world hunger to 
analyse and debate the issue of food aid and 
set to work to resolve this problem. The 
booklet is available in English and French. 


Price: English version: SFr. 2.90 
French version: SFr. 7.50 


Inquiries and requests should be addressed to: 


Publications Office 

World Council of Churches 

150 route de Ferney 

CH-1211 Geneva 20, Switzerland 
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Manpower and Systems Development for 
Primary Health Care 
1981 263 pages 


This package of sample materials and the in- 
troductions accompanying them explain and il- 
lustrate the approach to primary health care 
developed by the University of Hawaii’s Health 
Manpower Development Staff (HMDS _ or 
MEDEX). The sample materials are represen- 
tative of the prototype materials which are be- 
ing produced for primary health care personnel 
and systems development. These materials and 
the approaches presented and summarized 
have undergone several revisions during, and 
as a result of, field application in five countries 
with which the Health Manpower Development 
Staff has worked to develop and strengthen 
PHC services. Those countries are Micronesia, 
Thailand, Guyana, Pakistan and Lesotho. 
These countries differ in their geography, 
climate, language, culture and health service 
organizations and traditions. Other countries 
and programmes which share the commitment 
to developing a national system of comprehen- 
sive and well-supplied PHC services may wish 
to explore the possibility of adapting the ap- 
proaches, materials and methods used in these 
five countries to help meet their own specific 
PHC needs. The HMDS also believes that 
these materials can be used in PHC efforts 
which are less than national in scope. 


The package contains Middle-level Health 
Worker and Community Health Worker training 
materials such as excerpts from _ training 
manuals, continuing education materials, as 
well as sample teaching modules. 


Information on how to obtain these materials 
and assistance in adapting and using them can 
be obtained from: 


Health Manpower Development Staff 
John A. Burns School of Medicine 
University of Hawaii at Manoa 

1833 Kalakaua Avenue, Suite 700 
Honolulu, Hawaii 96815 

USA 


Health Stories for West Africa 
by David Hilton 1981 26 pages 


CONTACT No. 62 (June 1981) carried a short 
account of a study on the present involvement 
in health care of the village health workers 
(VHWs) trained in the Lardin Gabas Rural 
Health Programme in North-eastern Nigeria. A 
full description of this programme appeared in 
an earlier issue of CONTACT (No. 41, October 
1977). 


A unique feature of the Lardin Gabas training is 
its highly effective use of songs, drama, story- 
telling and riddles — the teaching methods of a 
society still rooted in its oral traditions. These 
methods are also used by the VHWs 
themselves for health education in the villages. 
They are described by David Hilton — who was 
for many years director of the programme — in 
the first chapter of this booklet. The rest of the 
booklet is devoted to the stories, songs and 
sketches themselves, and to suggestions for 
their use in combination with practical 
demonstrations and exercises. 


Inquiries and requests for this publication 
should be addressed to: 


Learning Center 

MAP International 

PO Box 50 

Wheaton, Illinois 60187 
USA 


THE QUEST FOR HEALTH, 
HEALING AND WHOLENESS 
by James C. McGilvray 1981 


The proclamation of the Gospel today is not as 
effective as Christians could wish. 


118 pages 


Health care services throughout the world are 
not as effective as any humane person would 
desire in meeting the evident needs of the sick, 
the disabled and the seekers after health. 


Accepting both the above assessments as 

valid, this book describes the quest of a group 

of people committed both to Christianity and to 
the practice of medicine and called together 
by the German Institute of Medical Mission, 

Tubingen, FRG—a quest for: 

— a renewed and effective understanding of 
the presence of God and what He offers 
through a reshaped and _ reinvigorated 
church, and 

— for new ways of responding practically and 
hopefully to the continuing evidence and ex- 
perience of human sickness and disease. 


The desire underlying the quest has been to 
understand the relationship between health, 
wholeness and salvation and what this under- 
standing would say to the churches’ involve- 
ment in medical mission. This account of the 
quest contains several strands: there is a 
search for more effective ways of serving com- 
munities with health care; for effective contem- 
porary ways of understanding and sharing the 
Christian gospel; and for new forms of express- 
ing and being the church in local service and in 
worldwide witness. 


Beginning with an historical overview of the 
churches’ involvement in health care through 
medical mission and the problems inherent in 
this involvement, the author, a former Director 
of the CMC who has been engaged with the 
group in this quest for many years, describes a 
number of surveys of church-related medical 
programmes in several African and Asian coun- 
tries. Their aim was to measure their effec- 
tiveness in meeting the health needs of the 
people and also their appropriateness as ex- 
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pressions of a Christian ministry of healing. 
One clear lesson emerged from this exercise: 
that there are obvious disparities between 
those served and those deprived of medical 
services and that this poses an immense 
challenge to the priority, long practised in 
Western medicine, given to individual care on a 
one-to-one basis. 


The author describes how these findings led 
simultaneously to the formation of the Chris- 
tian Medical Commission and to the formula- 


tion of the concept of community health care, 


and how some new approaches to health care 
being carried out in small church-related health 
programmes were discovered. 


An account of how the Worid Health Organ- 
ization adopted the concept of Primary Health 
Care is given; final chapters deal with the conti- 
nuing pursuit of this study or quest and the ex- 
panding view of health emerging from it. 


Price: SFr. 7.90 US$3.95 £2.50 
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